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I have been invited to speak to you on mental hospitals and 
what they contribute to the Mental Health Service. 

I suppose the most natural and immediate reaction of any 
Member of the laity, on being invited to address a gathering of 
Chaplains, is to reflect on any possible spiritual aspects of his theme. . 
I confess to having experienced some considerable dismay on being 
told I was to talk to you just about mental hospitals, because I 
Cannot think of any more unspiritual place than a mental hospital, 
albeit that it professes to deal with disorders of the spirit. Indeed, 
the statute book suggests that we mental hospital people are very 
much in need of spiritual guidance, for it decrees that the very first 
Officer to be appointed to the staff of any newly-built mental 
hospital will not be the medical superintendent, nor the secretary 
of the committee, nor yet the matron, but the chaplain. Not only 
that but many people, lay and medical, have laid down rules of 
conduct for medical superintendents, lay administrative officers and 
nursing officers, but nobody, to my knowledge, has ever laid down 
any rules of any kind for a hospital chaplain, and that to me 
signifies that there is a universal feeling that a chaplain in a mental 
hospital needs to be given a very free hand in directing his energies. 


A Few Statistics ** 


I will not bore you with any long list of statistics; I will just 
quote a few figures from the Board of Control report for the year 
1954. In that report we are told that on 31st December 1954 
there were 150,849 patients in the ordinary State mental hospitals, 
and that figure excludes all the patients in the State mental 
deficiency hospitals. If we add to it all the patients who are in 
naval and military hospitals and in Broadmoor, we get a total of 
152,144. If we add to this the number of mental defectives who 
are in institutions we find that mental patients and mental defec- 
tives together occupy about as many beds as do all the general 
hospital cases. This fact is often quoted in a manner which mis- 
leads the public into regarding the mental disorder problem as 
being very much greater than it really is. I will have more to say 
about that later. 

There are 219 mental hospitals in the whole of England and 
Wales, and 188 mental deficiency hospitals. This works out at 695 
Patients per mental hospital, but that does not give you a true 
Picture because included in mental hospitals are a number of 
licenced houses and registered hospitals for private patients which 
accommodate only small numbers. It gives a better picture of the 
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hospital situation to say that there are very few State mental 
hospitals in the country that accommodate less than 1,000 patients, 
and most of them accommodate nearer 2,000 than 1,000. 

We are told that there were 71,699 admissions to mental 
hospitals in the year 1954. About one-third of them were over 55 
years of age and about one-fifth were over 65 years of age. About 
40 per cent of all admissions had previously been treated in mental 
hospitals. These readmissions included a number of people who 
had relapsed because of leaving hospital before they should do. 
One would have expected more voluntary patients to leave before 
completing treatment than those who were subject to detention 
orders, but strangely enough that was not the case; there was less 
than one per cent difference between voluntary and certified 
patients in regard to the readmission rate. 

I think, in this respect, that national figures are somewhat 
misleading. There is a deal of difference between the case-turnover 
of a mental hospital catering for an urban district, and one catering 
for a rural district. In my own hospital, which caters for an 
urban and suburban area, the readmission rate amongst voluntary 
patients much exceeds that of certified patients. At the present 
time over 50 per cent of voluntary admissions have previously 
been in a mental hospital. 

I think that these national statistics which are published by 
the Board of Control are not of great interest, because they 
emphasise the least significant facts. It seems to be a fairly general 
custom amongst mental hospitals, in presenting annual reports, to 
describe their case-turnover in terms of admissions, deaths, and 
discharges for the current year, and the Board of Control does the 
same. That method conveys very little information of value unless 
one has the opportunity of studying the case-turnover of a particu- 
lar mental hospital over several successive years. Otherwise you 
do not get any true picture as to what a mental hospital is doing 
for the community in regard to discharging patients. 


Historical Development of Mental Hospitals 


I do not think it is possible for anyone to get a true picture 
of the virtues or the short-comings of mental hospitals unless he 
studies them in relation to their historical development. All 
hospitals are very hide-bound by tradition, and that applies also 
to mental hospitals. When one enquires as to the purpose of any 
nursing or medical routine, one often gets the answer, “Oh, but 
we have always done it that way”, and one is left with the impres- 
sion that nobody ever bothers to enquire why it is done that way. 

Most of the mental hospitals in the country are very old 
buildings. The “Daily Express” recently published a few articles 
on mental hospitals which included some startling revelations 
about them, but which were far from being merely sensational. It 
is perfectly true that quite a number of mental hospitals are 
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comprised of buildings that have long ago been condemned as 
unfit for human habitation. Many of them are architecturally 
Indistinguishable from the local prison. My own hospital, having 
been opened in 1934 and completed in 1938, ranks with Runwell 
Hospital as being one of the most modern. Yet both of these 
hospitals, in my opinion, are architecturally quite out of date, and 
indeed there is no mental hospital in the whole of Britain that has 
been designed to meet modern therapeutic requirements. If you 
take one look at the forbidding and derelict old buildings that 
Comprise the average mental hospital in this country, you are 
given the indelible impression that the mentally ill are the least 
favoured members of our community. One however must exercise 
a measure of caution in comparing a mental hospital with a general 
hospital, for it was only very recently that mental hospitals became 
“hospitals”. . 
_ The whole of the administrative structure of a mental hospital 
Is based on an Act of Parliament which was passed in the year 
1890, and in that year there were no mental specialists, there was 
no form of treatment for any mental disorder; there were no 
nurses, there were only unskilled attendants. Occupational thera- 
pists, psychiatric social workers, physiotherapists, and all the rest 
of the great army of ancillary medical workers we have nowadays, 
were, as yet, not dreamt of in the year 1890. 

At that time nursing had not yet become a profession; it was 
still a vocation—a vocation which appealed especially to those 
who were imbued with Christian charity, namely, those who were 
prepared to pay for the privilege of attending on the sick, and 
who did not work with an eye on the clock. In other words, so 
far as the general hospitals of this country were concerned, the 
nurses still preserved the convent tradition, and their very uniform 
proclaimed that fact by its close resemblance to a nun’s habit. 
But what of the mental hospitals? They were not hospitals, they 
Were asylums (I do not use the word in its modern derogatory 
sense), and asylums attracted people who shared the outlook and 
interests of prison warders; they were utterly remote from the 
people who worked in hospitals. 

But perhaps I overstress the importance of architecture. It is 
often said that buildings do not make a hospital, it is the people 
who work inside it that matter. So, let us study the kind of people 
who work inside a mental hospital so that we may know what to 
expect of them. 


Mental Nurses 


What kind of people are mental nurses? Are they much the 
same kind of people as those who work in a general hospital, only 
a bit more specialised? That is what many authorities would 
have you believe nowadays, but let us not be misled by the import- 
ance of a uniform; let’s take a good look at what is inside it. 
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The nurses who work in general hospitals, and particularly 
those who work in teaching hospitals, have a very long tradition 
and a very proud one. Their traditions are at least as old as those 
of my profession, and they are much more virtuous, because we 
doctors are much tarnished by a reputation for heathen 
materialism, whereas the nurses have been nothing if not Christian. 
But mental nursing does not spring from any Christian vocation. 
Maybe it did centuries ago, because Bedlam undoubtedly began as 
a religious house, but I speak of mental nursing as we now find it. 

In the year 1890 the mental hospital doctors instituted a 
system of training and examination for asylum attendants, and 
the qualification which was given to those who were successful in 
the examination was called a certificate in nursing. The doctors 
at that time were not greatly concerned with skill in nursing mental 
patients as such. The problem which faced them was that it was 
not possible to get nurses from general hospitals to nurse the 
physically ill in asylums, so there was nothing for it but to train 
the asylum attendant into at least some of the elements of bedside 
nursing. That part of the asylum which housed patients who 
were physically ill was called the hospital, and that was the only 
part in which nurses were really required. The rest of the building 
was referred to as the asylum, and the people who inhabited it 
were not called the patients, they were referred to as the “inmates”. 

Attendants were selected because of their skill in a craft. Their 
main job was to try and get patients interested in some trade or 
occupation of a kind whereby they could contribute towards their 
maintenance. Attendants were also much valued if they showed 
proficiency in the field of sport or musicianship or other such 
ability in recreational activities. In a similar way to the police 
force they were chosen for their size and brawn. Men were 
expected to stand six feet in their socks, and I do not think any 
woman under the height of 5 feet 8 inches was accepted, but 
nobody was much concerned with their temperamental qualities. 
The training and examination system rapidly acquired popularity 
amongst the attendants when the doctors made it known that the 
qualifying certificate was a very definite aid to promotion. Thus 
was created a mental nursing profession, because gradually the 
form of training became orientated more and more towards the 
nursing of people for mental illness, in addition to physical illness. 


For years after the mental nurses had their well-established 
profession, general nursing still remained a vocation. The General 
Nursing Council had not yet been born, let alone the Royal College 
of Nursing. Indeed when the General Nursing Council came into 
being mental nursing had been established for almost a generation. 
But mental nursing was always a man dominated profession, 
whereas general nursing is a woman dominated one. 


Mental nurses began with the outlook and the interests of 
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prison warders. They were drawn into the asylum service for 
much the same reasons as men were drawn into the prison service, 
and the police, and the armed forces. They were not commonly 
motivated by a humanitarian spirit. They have always been very 
profession-conscious, and for a long time they have banded them- 
Selves into a very powerful trade union. In this respect also they 
Contrast with the general nurses, because, as you may know, even 
to this day, many an ardent trade unionist can break his spirit in 
attempting the impossible task of creating a nursing union in a 
general hospital. Thus, there could not be any two professions 
More opposite in their origin and in their traditions than the male 
representatives of mental nursing and general nursing. 

How then have they come so close together? I believe they 
would never have come together were it not for the doctors. The 
general hospital nurses and the mental hospital nurses never showed 
any tendency to mix of their own accord. It was the doctors who 
pushed them into it by showing the mental hospital nurses that 
they believed the general trained ones were in some ways superior. 
Having got the mental nurses to accept a doctor-devised training 
scheme—and which, by the way, was alleged to be all sufficient for 
mental nursing—the doctors then proceeded to appoint to more 
senior nursing positions, people who had general training in addi- 
tion to mental training. Indeed in some instances they appointed 
people who only had general training. But the mental nurses 
never showed any resentment over this policy, for seemingly they 
had such wholehearted faith in the leadership of the mental 
hospital doctors they could not question any medical policy. Finally 
the doctors “sold out on them”, that is, they handed over the whole 
examination system of mental nursing to the General Nursing 
Council, without consulting the mental nurses at all. 

So, we have nowadays a General Nursing Council which for 
some years has been struggling to try and take mental nursing 
under its wing. This has all the appearances of being a very un- 
happy arrangement. The mental nurses don’t like it; the general 
nurses don’t like it; and yet they fear to break away from each 
Other. The fact of the matter is that the mental nurses, whilst 
appearing on paper to be inspired and directed by the General 
Nursing Council, are, in fact, dominated by male nurses whose 
prime loyalty is to their own trade union, not the G.N.C., and who 
will readily accept leadership from any mental hospital doctor in 
preference to anyone in a general hospital. 

The Royal College of Nursing does little to improve this state 
of affairs because it will not admit mental nurses to its member- 
ship. This one fact alone shows the rift there is between these two 
professions that try to share the common title of nurse. 


Doctors 
The doctors, like the nurses, are to some extent involved in a 
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game of make-believe. To know how to get on with a mental 
hospital doctor you must also know something of his background 
and traditions. 


The Mental Treatment Act of 1930 enabled people for the 
first time to enter hospitals for treatment, and by the same token 
it changed the names of mental institutions from asylums to 
hospitals, but despite that progressive step the administrative 
‘structure of a mental hospital was still mainly based on an Act of 
Parliament which dates back to the year 1890. Now in the year 
1890, as I have said, there were no nurses, there were only 
attendants. There also were no psychiatrists, there were only 
asylum doctors. The 1890 Lunacy Act did not visualise a need 
for any treatment of the insane. It was concerned only in pro- 
tecting the lunatic from the public, and the public from the 
lunatic. The asylum service attracted doctors in the same way that 
the prison service attracts them nowadays. Those who entered it 
were mainly known for prowess on the rugby field in their student 
days rather than academic honours. The emphasis was on 
administration rather than clinical ability. The top rung of the 
ladder for the asylum doctor was the job of medical superintendent. 
It was a glittering achievement because the salary of medical 
superintendent vastly exceeded that of the most senior of his 
colleagues. Over and above his salary he had emolumental awards 
on a scale that could even create envy in the bosom of an Indian 
civil servant. Not only that but he wielded extraordinary power. 
In most mental hospitals he had the power over everything bar 
life and death. He could instantly dismiss any employee of the 
hospital on the slightest pretext. He was an autocrat of the first 
order. But all the time in this autocratic prison régime there were 
men whose clinical appetites were whetted by the vast amount of 
disease which surrounded them and which was crying out for 
investigation, and thus, even in the early 1920’s, there was a 
general resentment amongst mental hospital doctors towards the 
concept of a kind of prison service for the asylums, and there was 
a longing for a more hospital orientation. In 1925 the mental 
hospital doctors had the opportunity of giving evidence to a Royal 
Commission, under the Chairmanship of the late Lord Macmillan, 
which was considering amendments to the Lunacy Acts. The 
doctors pleaded that the era of mere custody and detention was 
over. We had entered upon the hospital era—the era of treat- 
ment. It was appropriate that the names of the institutions should 
be changed from asylums to hospitals. We should no longer speak 
of inmates, we should call them patients. This was bold talk, if 
not mere wishful thinking, because in the year 1925 there was only 
one mental disorder for which any special form of treatment was 
known, namely, G.P.I., and that in truth was more a physical 
than a mental disease. 
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Of course the doctors were right in their plea, but as so often 
has happened in history when men are pleading a good case, the 
doctors over-stated it, and nowadays we are still suffering from 
that over-statement. But they were successful in their aims. In 
the year 1930 there was a new Act of Parliament. For the first 
time it became possible for people to submit themselves voluntarily 
for treatment for mental illness, and every asylum became a 
hospital, at least in name. After this fanfare, heralding the 
promising things to come, nothing really happened for eight years. 
True enough people began to come voluntarily to mental hospitals 
in increasing numbers, but there were no resounding changes. 
Doctors continued to be drawn into the mental hospital service 
in the same way as their forefathers. A locum tenens job in a 
mental hospital was regarded as a quiet haven, a respite from the 
hurlyburly of medical life in which one could comfortably read for 
a fellowship in surgery or some other higher medical qualification. 
For evidence of that fact you need only look amongst the ranks of 
the most distinguished members of the medical profession and you 
will find that almost every one of them has done several months 
as a locum tenens in a mental hospital. But in the year 1938 three 
therapeutic atom bombs burst upon the mental hospital world. 


The first was insulin coma treatment which had been intro- 
duced by Sakel on the continent a few years previously. Close on 
the heels of this followed the convulsion therapy which had been 
introduced by Meduna. At the same time we learnt of the opera- 
tion of pre-frontal leucotomy which had been introduced by Moniz 
in Portugal. 

The first of these new therapeutic weapons had hardly been 
established in the mental hospital world when the war commenced 
and interest was focused on forms of psychiatry much removed 
from the mental hospital. Let us follow the career of our mental 
hospital doctor. 


In 1939 his enthusiasm for the newer forms of treatment had 
hardly been aroused when he was swept up into the war, and he 
Went into it expecting to find an army more sympathetic to the 
neurologist than the psychiatrist, as was the case with his father in 
the 1914 war. But the army had a new orientation towards 
psychiatry. The army wanted psychiatric specialists. Murabile 
dictu! the army looked upon psychiatrists as no less specialists than 
the surgeons or any others. Our mental hospital doctor found that 
in the army he was a big shot. He was much sought after by 
brass hats for his valued opinion, and, most heady drink of all, he 
Was expected to assess the qualities of the sane as well as the insane. 
Officer Selection Boards were set up in which the psychiatrist, by 
pointing his thumb to heaven or earth, exercised the casting vote 
in whether a sergeant obtained his commission or was for ever 
committed to the ranks, and all the time while this was going on 
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our mental hospital doctor wondered how he ever again could 
fit into the humdrum bottle-washing job of mental hospital doctor. 
So when he came out of the army he was a somewhat disgruntled 
and unhappy man. But this very uneasiness and insecurity drove 
him to promote the newest forms of treatment of mental disorders 
with enthusiasm. The same desire to prove his specialist worth in 
the civilian field drove him to expand his out-patient activities 
and so caused him to finish for all time with the old-fashioned 
isolation behind the mental hospital walls. Our new post-war 
mental hospital doctor was well in touch with social stresses and 
strains. He was well on his way to being the preventive psychiatrist. 
But the army did something more for psychiatry than merely help 
the doctor to overcome his inferiority complex. The Officer Selec- 
tion Boards gave people a new slant on psycho-analysis, and a new 
interest in modern dynamic psychology. The post-war mental 
hospital doctor was very full of Freud. He wanted to be psycho- 
analysed. He wanted to apply his psychoanalytic principles, in 
addition to all the new-found therapeutic weapons of the physical 


field. | 


The arrival of State medicine found the psychiatrist all pre- 
pared for it. He had established himself as a specialist, and he 
surrounded himself with a team of trainees, senior registrar, 
registrar, junior registrar, and house officer, but all this was in one 
respect a game of bluff because the mental hospital doctor is not 
a true specialist in that he has to cater for the needs of a great 
army of chronic patients who demand a general practitioner service 
from the doctor rather than a specialist one. Furthermore the 
mental hospital doctor, now a consultant, is faced with a new 
situation in dealing with his junior medical colleagues. They are 
now no longer mental hospital doctors aiming at becoming medical 
superintendents; they are all consultants in training. Every one of 
them wishes to be able to indicate, when he appears before an 
Appointments Committee for promotion, how experienced he is 
in giving all the new and specialised forms of treatment. In order 
to be able to talk thus, the junior doctor has, of course, to work 
only in the reception wards and wards dealing with the acute case 
material. He cannot waste much time on chronic patients because 
it would be too damaging to his professional reputation. So, our 
mental hospital consultant finds that the chronic patients are his 
personal liability, and all the interesting new cases go to his junior 
colleagues. He has not yet found a solution to this problem, and 
he is rather touchy about it. | 


I mention this point because the knotty kind of problems 
which are likely to start arguments between doctors and the 
chaplain generally centre round: the newly-admitted patient or 
patient who is undergoing some form of active treatment, and the 
chaplain, in consulting the doctor who is in charge of such a case, 
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is more likely to meet with a very junior representative of the 
psychiatric speciality than a senior one. But although the mental 
hospital doctor is, in one sense, more of a general practitioner 
than anyone working in a general hospital, he is also, in another 
sense, more of a specialist because, however humble may be his 
rank, he has a very deep interest in the administrative structure 
of the hospital, and he wants to have a very considerable say in 
matters of a kind which, in a general hospital, would be regarded 
as being purely the concern of a lay administrator. Why should 
the house’ physician in a mental hospital wish to express forcible 
views on matters such as whether an additional hall porter should 
be provided, or whether the main gate of the hospital should be 
closed to public traffic at a certain hour? The doctor would reply 
that a large part of the treatment of mental patients is effected 
by manipulation of their social environment, and to carry out such 
social therapy the doctor must have a controlling interest in every 
aspect of hospital life. This encroachment upon what otherwise 
would be a lay administrative officer’s preserve, is reinforced by 
the existence of a medical superintendent who has statutory duties 
and responsibilities of a kind which have no counterpart in a 
general hospital. But again, the relationship between the medical 
superintendent, and all doctors for that matter, with the most 
senior lay administrative officer of the hospital, namely, the 
secretary of the management committee, is quite different in a 
mental hospital to that which exists in a general hospital. 


Lay Administrative Officers 


The secretary, like the medical superintendent, has statutory 
responsibilities, and is personally responsible for the accuracy of 
all the many returns to the Board of Control. As statutory clerk he 
has constantly to act as legal adviser to doctors on problems that are 
peculiar to mental hospital life, Disagreement between the secretary 
and the doctors in a mental hospital would therefore be far more 
disruptive to smooth running than any such lack of co-operation 
in a general hospital setting. But the secretary to the management 
committee of a mental hospital also has a tradition of his own 
which makes him as different from his colleagues in general hospitals 
as our mental hospital doctors or mental nurses differ from their 
general hospital colleagues. 

The secretary, prior to State medicine, was called a clerk and 
steward, and he was the chief lay administrative officer of the 
mental hospital, accustomed to an administrative system which de- 
pended upon close liaison between two bosses, one medical and one 
a layman. Thus, when State medicine arrived, unlike his colleagues 
in general hospitals, he was not obliged to create a new role for 
himself to establish his worth in the eyes of the management. The 
doctors did not suspect him of empire building, and that made for 
good relationships between the doctors and the lay administrators. 

To be concluded. 
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